No. 300
—10-47
|5-17-39

WRITE PLAINLY=-USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

FEDERAL SECURITY AGENCY
* National Qffice of Vital Statistica

fILED DEC 11 194}{,?”

Registration District No.

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration DMstrict No....... /0.02‘-

OO

4797

State File No,

Regisirar's No,

1. PLACE OF DEATH:
Jeeclsan

Kansas.. ity
{If qutside cit¥ or tawn Jimits; write "RURAL" and name of township)
{¢) Name of hospital or institntion:

Melahon Convalescent Home
{1f not in hoapital or institution, Writo street number or location) §

(d) Length of stay: In hospital or instituﬁnn.,)_‘,_.mnn'h}"q
Manyg vesrs

{a) County
(b} City or town

(Specily whother

In this community
years, monihs or daya}

2. USUAL RESIDENCE OF DECEASED;

7

(a) state_ Missouri () County. Jackson
. -
() City or town.... KATNSES City A~
{If outsids city or town limits, write “RURAL") V()
(@ Street No._._ 5732 _Troost Avenue
(If rural, give location)
{¢) Citizen of foreign cotintry? no (Yes or No)

If yes, name country.

Tl N _Anna LAVAH

3. {¢) Social Security No.

1| 20.

MEDICAL CERTIFICATION

DATE OF DEATH: Month . NOVa . day_ 21

(Manth) (Day) (Year)

(Burial, cremation, o removal)
: Hprv' 5 CPme‘i‘aT"lf

St

Place: burial or cremation.

0]
(a)
6]
19. (@)

s

3. (b) i vereran,
name war No none year. -l 9J lrg hour, 7
21. I hereby certify that I attended
5. Color or 6. (a) Single, widowed, married, .
4 sex. femalel | e Ihite divorced W1 GOWOG that T last saw bl _ alive o .y gg ?
6. (#) Name of husband or Wife... .. wereeeee 6. (¢) Age of hushand or wife if || and that death occurred on the date and hour stated dbove. Durati
. uration
o bekrick J. Taven aliven ...y
7. Birth date of deceased Octobhear 22, 1866
(Month) {Duy) (Year)
8. ACE: Yearg Months Days If less than one day
82 0 29 hr. min
l Due to
9. Bmhplm__.____ﬂada_r__anld.a,___ lovm Ao
{City, town, or county) (State or foreign country) i
10. Usual eccupation T\’Gt | TPd Ftn‘rier (}ther mndlﬁon!, within 8 s, of death) rad TN
£1. Industry or business_ ORUKert Fur Company e _Q PHYSICIAN
or indinga: -
5 “12. Name John Foley + { operations. .
= < 7 Underline
% | 13, Birthplace == Areland the cause to
I.y.lnwn,url‘-ounl.y) (Suuwlmilnmm.u)l - - Of autepay. should be
E 14. Malden name RY’T ad Q'Bt Burns 4 cm sta-
Y.
81 5. Birthplace.oo.... s 7 s —— TRy L
= City, town, o - (State ox forei = ’)—' 22, if'death was due to external catses, n the following:
16. (a} Info . Mrs. }L dpe . (a) Accldent, suicide, or homicide {specify)
® Address......_ 315 _28.1:.11,,&.12&.., 0w Kn_Ca, 3 ddQa [| (B} Date of cocurrence

17. () Burial () Date theréof—_11=20;-18 {c) Where did injury occur? e

(¢} Did injury occur in or about homie, on farm, in industrial place in publ:.c pl.:u:e?

G+B+ Rector
(M. D. 91’_0!.!}:!’)
Date &i e

75




72 O ,/?, 4;/#9;{—*
."—'(il 1 A ‘::.{

STATEMENT BY LICENSED EMBAILMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate wag embalmed by me, or by

Registered Apprentice No

Licens.e(.i Emb%q‘?

P. 0. Address A S

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.) ’

If this body is not embalmed, fact should be 8o stated above.

_ working under my personal supervision.




